Post Office Box xxxx

Someplace, XX xxxxx

Toll Free # x-xxx-xxx-xxxx

February 8, 2007
Membership# xxxxxxxxx
Insured: xx xxxxxx xxxxxx xxx

xx xxxxxx xxxxxx xxx

xxxx xxxx xx
Someplace, XX xxxxx USA
Dear xx xxxxxx xxxxxx xxx,

Thank you for expressing interest in the additional member services, available to XXXX Insured members.

XXXX Vision Discounts program, offered by XXXXXX Vision Care, offers discount eye care and eyewear at the time of purchase.  Members can save on routine eye exams, lenses, frames, and contact lenses at participating locations.  For more information, or for participating providers near you, contact XXXX Vision Discounts at x-xxx-xxx-xxxx.

XXXX Pharmacy Savings Service, managed by XXXXXX XXXXXXXXXX Insurance Company, offers you discounts on prescription medications.  When you go to a participating pharmacy, you will receive preferred pricing at the time of your purchase on each prescription filled using your XXXX Health Care Options identification card.  There’s no claim filing, and no waiting for reimbursements.  XXXX Pharmacy Services also offers a full-service mail order pharmacy, products for healthy living, and is the only XXXX endorsed provider of medical supplies.  For more information or for participating providers near you, contact XXXX Health Care Options at x-xxx-xxx-xxxx.

Through XXXX XXXX XXXXXXXXXX, provided by XXXXX, you have access to 24-hour, 7-day-a-week health information from caring registered nurses.  An audio library is also available, offering recorded information on over 1,100 health and well-being topics.  To speak to a registered nurse simply call x-xxx-xxx-xxxx for English or x-xxx-xxx-xxxx for Spanish speaking representatives.  For TTD/TTY callers please call the National Relay Center at x-xxx-xxx-xxxx and ask for x-xxx-xxx-xxxx.

If you have any questions or concerns, please call our toll-free number x-xxx-xxx-xxxx.  XXXX Health Care Options Customer Service Representatives are available to help you weekdays from 7 a.m. to 11 p.m. and Saturdays from 9 a.m. to 5 p.m., Eastern Time.  You may visit us on our website at www.xxxxxx.com.

Sincerely,

xxx xxxxxx
Vice President, Member Services

XXXX XXXXXX XXXXXX XXXXXX
Licensed Agent

D070202
Hospital Indemnity, Medicare Supplement and Personal Health Insurance Plan coverage insured by xxxxxx xxxxxx xxxxxx xxxxxx (for xxx xxxxx  residents, xxxxxx xxxxxx xxxxxx xxxxxx xxxxxx xxxxxx)

Long-term care coverage insured by xxxxxx, or administered by xxxxxx for plans insured by xxxxxx xxxxxx xxxxxx xxxxxx.


